T h~palliative care movement came into existence because a small coterie of health professionals recognized that zoth-century medicine . had skewed .the "cure-care" equation. Consequently, the suffering of patients with illnesses. refractory to curative therapies was often not identified or addressed. The focus of the movement centred on the plight of cancer patients, but ·the leadership role in palliative care' was. assumed by people who were not in the. mainstream of cancer treatment or research. His:' torically, studies concerning the problems, . associated with advanced cancer failed to excite the interest 'of cancer centres, which continued to emphasize anti-cancer therapies. These, in time, were of no' importance or-use to many patients and families in the last days of life.
New fields tend to attract strong, sometimes " dogmatic, people who possess not only professional skills but also the messianic qualities needed to . attract disciples and to convince doubters of the legitimacy of their enterprise. For el'ample, the pioneers in cancer chemotherapy demonstrated these characteristics, and within three. decades created one of the largest medical subspecialties in the western world. This discipline succeeded because of the personal qualities of the 'leaders and . because their programs were based on clinical research that could generate convincing data. Similarly, the pioneers in the field of palliative care include a humber of dynamic individuals with dominant personalities.' Consequently, ..great progress has been made and successful models eftablished, which can be. studied and emulated by communities activated by their own recognition of need. It has, however, proven to be a more difficult task to develop a strong investigative foundation for palliative care. Philosophically, palliative care is a "caring discipline" and the conduct of' clinical research may be viewed by some as inimical to the provision of humane care. Moreover, . . many of us are not attracted to palliative care as a result of intellectual interest but because of strong emotional, religious, and ethical drives to correct' a striking imbalance in the existing system. Palliative care groups tend to contain superb humanists and clinicians, but not individuals with research pedigrees. And yet, there are questions to be.asked and contrasting approaches to be analyzed and debated.
The current issue of the Journal of Palliative Care provides us with a series of well-reasoned arguments supporting, or negating, a number of the "accepted" tenets of palliative care. A fundamental theme noted throughout the discussion of controversial questions is the need to broaden our research base and to accept clinical investigation as a primary component of academic palliative care programs. For example, a series of articles considers whether palliative care is a discipline, distinct from other areas of medical endeavour. Fundamental to the concept of a discipline is the presence of a distinct body of information and practice, which, after analysis, serves as a platform for expansion of the knowledge base: Nine authors discuss in six position papers whether we are ready to teach palliative care in medical and nursing schools. Competition for curriculum time is fierce and the current availability of educational opportunities is inadequate. Examples demonstrating this point are legion. A recent review of the nine textbooks 'of pediatric medicine most commonly used in North America revealed that their 15 472 pages include only 3.5 pages on pain and . . its management. [1] In order to win a broader platform of expression within our teaching institutions and with the editors of general medical journals, we must be able to demonstrate that our tenets, like those of the biochemists and surgeons, are established on a research base.
In the area of symptom control, palliative care centres have tended to concentrate on the man-ageme~t of cancerpain. We know more about the pathophysiology of pain. As a result, our therapeutic approaches are based on accepted pathophysiologic principles. In this. field, the knowledge base is secure and allows us to ask more sophisticated questions. However, resolution of 'some : seemingly simple issues remains to be carried out. In a fascinating discussion, Drs Kaiko and Twycross debate therapeutic equivalence orpO-IM Morphine. Palliative care practice clearly comes down on the side of Dr Twycross, but is this correct, and should our practice be re-examined? Why are patients who have been well controlled on individually optimized parenteral doses of morphine consistently relieved by only two to three times that dose taken by mouth? Our knowledge of the mechanisms causing other symptom com-. plexes is less secure; thus, our therapies are more empiric and open to challenge.
Research issues surface in the four pages discussing home care. Modern home care involves the use of a wide range of resources, including' epidural opiates and subcutaneous infusion techniques, psychosocial support, and family services, as we attempt to mirror the precision of in-patient care in a home setting. Further studies on cost effectiveness appear necessary in order to convince our political brethren that a revolution in care deserving of external financial support is at hand.
Ideally, home care is associated with the presence of loved ones and favourite belongings, access to cherished and familiar sounds, sights, smells, and relationships, and excellence in care. However, for the patient or family member, home care may create an increased sense of insecurity and .uncertainty, a fear that competent care is not at' hand, or a drain on scarce family resources (physical, emotional, interpersonal, financial), resulting in increased suffering. These psychodynamics deserve definition in each case in order to define the true cost-benefit ratio of palliative hoine care for the patient and family involved. While there is a clear need for further research to clarify answers to the who, what,when, where, and' why's of bereavement support, several tentative observations seem warranted. :l. Done badly, bereavement follow-up may add little or make things worse while promoting the illusion that"something is being done." 2. Done well, it may heighten distress for some low-risk, previously effectively coping, persons. }. It appears to assist significantly many highrisk persons in a variety of settings. 4. It may assist bereavement caregivers who were -involved prior to the death, in dealing with their own attendant losses. Paradoxically, bereavement follow-up may also add additional stress as part of an unending sea of demands for unlimited"giving."
The articles on pastoral care and euthanasia direct us to an arena of suffering where our traditional diagnostic and therapeutic tools are impotent and-the conventional doors of opportunity and hope slammed shut, Here, spiritual issues are . paramount. All involved come to recognize that the length of life and the quality of one's physical resources pale in significance beside the well-being ofthe human spirit. In addition to family and friends, you or I ,may be identified _by those we provide care for as someone whom they can count on in this difficult time. Where that covenant is not or cannot be kept, where life has lost all meaning, cold logic for ending a life may exist. A life shortened through palliative care intervention, the primary goal of which was symptom control and lessened suffering, is as acceptable as the risk of death in the face of other valid therapeutic procedures'<-such as open-heart surgery for the high-risk patient. This is vastly different from the active decision in favour of assisted suicide or homicide, as would be entailed in active euthanasia: the decision purposefully to end a life because the person in question, or another, judges the quality of that life inadequate.
For some, the decision to participate in active ,euthanasia is unacceptable because of personal' moral convictions, but for society at large, it should be unacceptable for several reasons: 1.. There is an inherent risk that a legally sanctioned "right" to euthanasia might come to be experienced by the patient as an obligationwith a subtle pressure to "end it all" so as 'to lessen the burden on loved ones. 2. Where would one draw the line once the slippery slope of euthanasia has been embarked on? Just where would we feel that homicide is justifiable? }. When the pain and depression are treated and the sources of anxiety addressed the (infrequent) request for euthanasia may disappear.
As one thinker has commented, "He who has a why to live can bear with any how." One must not condone suffering as a "source of growth," but a more appropriate response than homicide may be to look for improved strategies for alleviating suffering while searching with the patient for a sense of meaning. With respect, the editorial writers side firmly with the "nays" on the proposition of euthanasia.
This issue of the Journal of Palliative Care . challenges us to reconsider dogmatic views we may cherish, to design studies to advance. our field where possible, and to review and strengthen the ethical platform underlying the palliative care movement. The editors and discussers have dOIle a superb job in framing the current state of our 7 Q) ... o U • art. Dr Roy willneed to expand the Letter to the Editor section, as he should anticipate a barrage of correspondence taking issue with or giving support for views expressed, and introducing new reflections.. Inherent in a vigorous discipline is debate, challenge, and' criticism, with old questions begetting new questions s-, The debates that will be stimulated by the current issue should lead, in a very short time, to an ensuing number of "Controversies in. Palliative Care" -Part II -and thus our discipline progresses.
